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osting by EAbstract A 70-year-old Indian lady had a history of bilateral laser peripheral iridotomy (LPI) for
primary angle closure. Subsequently she developed cataract in both the eyes. Right eye cataract sur-
gery was complicated by an anterior capsule rupture, which was discovered intra-operatively at the
site of the LPI. Trypan blue was used to stain the anterior capsule to delineate the anterior capsule
defect. An attempt at continuous curvilinear capsulorhexis was unsuccessful, and the anterior cap-
sulotomy was completed with scissors. To the best of our knowledge the surgical management of
cataract in the presence of anterior capsule rupture as a result of LPI has not been reported. Aware-
ness of this potential complication of LPI will aid in planning for successful phacoemulsiﬁcation
cataract surgery.
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lsevier1. Introduction
Primary angle closure (PAC) is a major cause of morbidity in
East Asia. In Singapore, the incidence of acute primary angle
closure (APAC) is 12.2 in 100,000 per year in those aged above
30 years old (Seah et al., 1997). Laser peripheral iridotomy
(LPI) has been the mainstay of treatment for APAC as it
has been shown to relieve the acute attack of APAC and retard
the progression of primary angle closure glaucoma (PACG)
(Fleck et al., 1997). LPI also serves in prevention of recurrent
attacks and protection of the fellow eye when performed pro-
phylactically. Studies have shown that LPI increases angle
width and is particularly useful for relieving pupillary block
and equalising the pressure in the anterior and posterior cham-
ber. It is preferred over surgical peripheral iridectomy as it is
310 Yip, VCH et al.non-invasive and can be performed quickly and relatively eas-
ily in the outpatient setting. The complications of LPI include
corneal burns, pupil distortion, synechia formation, lenticular
opacities, iritis, marked pigment dispersion, sudden rise in
intraocular pressure (IOP) and retinal burns (Schwartz and
Spaeth, 1980). One case of lens rupture secondary to a neo-
dymium:yttrium aluminium garnet (Nd:YAG) LPI has been
reported (Fernandez-Bahamonde, 1991). Other rare complica-
tions of LPI include that of anterior dislocation of the lens
(Kwashima et al., 2007). We report a rare case of iatrogenic
anterior capsule rupture following a sequential argon,
Nd:YAG LPI that was discovered only intra-operatively dur-
ing cataract surgery.
2. Case report
A 70-year-old Indian female presented to the Department of
Ophthalmology and Visual Sciences, Alexandra Hospital for
blurring of vision in both eyes for 2 years. She is a known dia-
betic. On examination, best corrected visual acuity were 20/40
in both eyes. Her anterior chambers were shallow with Shaf-
fer’s grade (Shaffer, 1973) I–II in right eye and II–III in left
eye with no peripheral anterior synechiae and normal intraoc-
ular pressures. She was also noted to have cataract and mild
non-proliferative diabetic retinopathy in both eyes. A year la-
ter, her IOP was 27 mmHg in the right eye and 28 mmHg in
the left eye and her angles were closed. A sequential argon
and Nd:YAG laser peripheral iridotomy (PI) was later per-
formed at 11 o’clock meridian of right iris (Fig. 1a) and
2 o’clock meridian for left iris.
The patient underwent an uneventful cataract operation for
her left eye a year and a half after LPI. However, a pre-existingFigure 1 (a) Operating microscope view of the right eye at the start o
eye after pupil stretching with Kuglen hooks and viscodissection of LPI
(c) Anterior capsule stained with trypan blue 0.1% delineating the anter
with aid of Vannas scissors. Iris hook in place. (e) Completed disco
intraocular lens in the capsular bag.anterior capsule rupture at the site of the LPI complicated the
cataract operation 2.5 months later for the right eye. Fortu-
nately, this was discovered prior to performing capsulorhexis.
There was suspicion that capsular damage may be present as
there was posterior synechiae around the edge of the LPI.
The small pupil was stretched with Kuglen hooks and synechi-
olysis was performed with the aid of Viscoat. The anterior
capsule was stained with trypan blue 0.1% which helped high-
light the capsular defect at 11 o’clock (Fig. 1c). An iris hook
was placed through the side-port incision to retract the iris
in the area of the LPI. Anterior continuous curvilinear capsu-
lorhexis (CCC) was started away from the capsule rupture and
an attempt was made to include the defect at 11 o’clock. How-
ever, this was not successful and Vannas scissors was used to
complete a discontinuous anterior capsulotomy (Fig. 1d).
Hydrodissection was not performed, but hydrodelineation
was employed for easier nuclear rotation. A stop-and-chop
phacoemulsiﬁcation with gentle rotation of the lens nucleus
was then carried out and the rest of the surgery proceeded
smoothly. A week after cataract surgery, the visual acuity in
the right eye was 20/30 and the intraocular lens was well-cen-
tered in the capsular bag.
3. Discussion
Anterior capsule rupture is an uncommon complication of LPI
(Wollensak et al., 1997; Berger et al., 1989). We believe this is
the ﬁrst reported case of phacoemulsiﬁcation cataract surgery
in an eye with LPI-induced anterior capsule rupture. Previ-
ously Lin et al. (2003) had reported a case of posterior capsule
tear following Nd:YAG laser iridectomy in a patient undergo-
ing extracapsular cataract extraction. This patient developed af the operation showing the LPI site at 11 o’clock. (b) View of the
posterior synechiae. Note the pigment on the lens and patent LPI.
ior capsule defect (arrow). (d) Completion of anterior capsulotomy
ntinuous anterior capsulotomy. (f) End of cataract surgery with
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showed evidence of posterior capsular tear by the presence
of cortical debris in the vitreous. This ﬁnding was anticipated
and conﬁrmed intra-operatively.
In our patient, the ﬁnding of anterior capsule tear was
not anticipated preoperatively especially as the other eye
surgery was uneventful. Suspicion arose intra-operatively due
to the presence of posterior synechiae around the edge of the
LPI. Although there was an adequate red reﬂex (Fig. 1b) for
CCC, we decided to stain the anterior capsule with trypan
blue 0.1%, which more clearly delineated the defect in the
anterior capsule (Fig. 1c). Studies have found that trypan blue
and indocyanine green are particularly useful in visualization
of the anterior capsule in mature cataracts (Chung et al.,
2005). We have found that staining the anterior capsule
with trypan blue and having a dilated pupil were important
in the diagnosis of an iatrogenic anterior capsule tear in our
patient.
Despite this, we were unable to include the defect in the
capsulorhexis and had to perform a discontinuous anterior
capsulotomy to avoid posterior extension of the capsulorhexis.
As LPI’s tend to be done in the periphery of the iris, any cap-
sular ruptures will also be peripheral and harder to incorporate
within the CCC especially in small pupils.
This case highlights an uncommon complication of LPI,
which has implications for safe phacoemulsiﬁcation. This pos-
sible complication should also be highlighted to patients before
LPI. More importantly, cataract surgeons should be mindful
of the potential presence of a capsular defect when operating
on post LPI patients, especially if posterior synechiae associ-
ated with the iridotomy is present.Funding
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